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Abstract: Background: premorbid IQ (pIQ) and age of onset are predictors of clinical severity and
long-term functioning after a first episode of psychosis. However, the additive influence of these
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variables on clinical, functional, and recovery rates outcomes is largely unknown. Methods: we char-
acterized 255 individuals who have experienced a first episode of psychosis in four a priori defined
subgroups based on pIQ (low pIQ < 85; average pIQ ≥ 85) and age of onset (early onset < 18 years;
adult onset ≥ 18 years). We conducted clinical and functional assessments at baseline and at two-year
follow-up. We calculated symptom remission and recovery rates using the Positive and Negative
Symptoms of Schizophrenia Schedule (PANSS) and the Global Assessment Functioning (GAF or
Children-GAF). We examined clinical and functional changes with pair-wise comparisons and two-
way mixed ANOVA. We built hierarchical lineal and logistic regression models to estimate the
predictive value of the independent variables over functioning or recovery rates. Results: early-onset
patients had more severe positive symptoms and poorer functioning than adult-onset patients. At
two-year follow-up, only early-onset with low pIQ and adult-onset with average pIQ subgroups
differed consistently, with the former having more negative symptoms (d = 0.59), poorer functioning
(d = 0.82), lower remission (61% vs. 81.1%), and clinical recovery (34.1% vs. 62.2%). Conclusions:
early-onset individuals with low pIQ may present persistent negative symptoms, lower functioning,
and less recovery likelihood at two-year follow-up. Intensive cognitive and functional programs for
these individuals merit testing to improve long-term recovery rates in this subgroup.
Keywords: psychosis; first-episode; premorbid intelligence; age at onset; functional outcome; remis-
sion; recovery; heterogeneity; subgroup
1. Introduction
There is large variability in clinical presentation, course of symptoms [1,2], and sub-
sequent clinical and/or functional deterioration [3–7] among first episode of psychosis
individuals. According to the literature, about 50% to 78% of individuals who have
experienced a first episode of psychosis achieve symptomatic remission following the
comprehensive treatment by early-intervention services and antipsychotic treatment [8–10].
Good functional outcome is rarer, with the highest rates as high as 51% [11–14]. Recovery,
a concept which implies both symptom remission and good functioning [15], occurs even
less frequently (around 40% [16]). Given the variability, the study of predictors of recovery
in first episode of psychosis is essential to identify and characterize patients at higher
risk of poor long-term functioning. Two of the most common predictors of clinical and
functional outcomes in individuals with psychosis, both in clinical practice and research,
are the age at onset of psychotic symptoms [17–21] and premorbid intellectual perfor-
mance (pIQ) [22–26]. These aspects are remarkably variable: the onset of psychosis ranges
from childhood to adulthood [27], and premorbid cognitive function ranges from severe
impairment to average performance [28].
Regarding age of onset, studies directly comparing individuals with an early age
of onset of psychotic symptoms (before the age of 18) with individuals with adult-onset
(18 years and older) have concluded that the early-onset subgroup is more likely to display
worse premorbid functioning [29], higher primary negative symptoms [27,30], later positive
symptom remission [21], and worse functional prognosis [31–33]. On the other hand,
regarding the wide variability in premorbid intellectual performance among individuals
with psychosis who develop schizophrenia [25,34], meta-analitic evidence has held the
important role of low premorbid intellectual performance in terms of functional prognosis
in psychotic disorders [35–37]. It has been estimated that among individuals with a
psychotic disorder the risk of schizophrenia diagnosis increases 3.7% by every one point of
lower pIQ, being greater for participants with early-onset who present with a pIQ between
70 and 85 [23]. Previous work on the relationship between age of onset of psychotic
symptoms and pIQ [25,28] suggested that the presence of a lower pIQ was a risk factor
for an earlier onset and worse functioning [28]. Furthermore, recent evidence signals that
among individuals with a first episode of psychosis, pIQ lower than 85 correlates with an
almost four times higher probability of EO [38]. In addition, evidence supports the idea
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that early onset of schizophrenia is moderately heritable [39,40], and that there is a familial
component in the relationship between cognitive performance and psychosis [41,42]. Thus,
the presence of an early age of onset and a low premorbid pIQ may reflect a different
neurodevelopmental course of psychotic disorder [43].
Even though acummulated evidence suggests that both low pIQ and early age of
onset could help explain recovery rates of individuals who have experienced a first episode
of psychosis, there is less evidence with regards to the additive influence of these two
variables on clinical symptomatology and psychosocial functioning. Previous work has
compared subgroups of patients with psychotic disorders based on their age of onset or
premorbid IQ, but the additive impact of these two factors over clinical and functioning
outcomes has not been explored by a subgroup strategy. The present two-year follow-up
study aims to bridge this research gap by means of a subgroup analysis strategy. We
explored a large group of individuals with a first episode of psychosis divided into four
a priori specified subgroups based on age onset, before or after 18 years old, and pIQ,
below or above 85, describing and comparing clinical and functioning outcomes from
the resulting subgroups at baseline and at two-year follow-up. We hypothesized that the
subgroup of participants with an early age of onset and lower pIQ would show higher
symptom scores and worse general functioning both at baseline and at two-year follow-up,
in comparison with other first episode of psychosis subgroups with higher age of onset
and higher pIQ. In addition, we hypothesized that the subgroup of early-onset with low
pIQ would present with the lowest percentage rate of symptom remission and clinical
recovery compared to the other subgroups of patients with a first episode of psychosis at
the two-year follow-up assessment.
2. Methods
2.1. Participants
The present study included a total of 255 individuals who have experienced a first
episode of psychosis (age range 10–36 years) who participated in two longitudinal, mul-
ticenter studies in Spain with shared methodology: the “Children and adolescent first
episode psychosis study (CAFEPS study)” [44], for individuals up to 18 years old with a
first episode of psychosis, and the “Phenotype-genotype and environmental interaction;
application of a predictive model in first psychotic episodes (PEPs study)” for subjects
between 7 and 35 years with a first episode of psychosis [45–47]. The two study cohorts
underwent the same clinical and neuropsychological evaluations. A detailed description
of the methodologies is available in Bernardo et al. [45] and Castro-Fornieles et al. [44]. In
brief, the CAFEPS study team recruited 110 children and adolescents with a first episode
of psychosis from six clinical centers, from March 2003 to November 2005. In addition,
the PEPs study [47] included 335 subjects with a first episode of psychosis from 16 clinical
centers from April 2009 to April 2011. All patients and/or their parents or legal guardians
provided written informed consent for inclusion before they participated in the study. Both
studies were conducted in accordance with the Declaration of Helsinki, and the proto-
cols were approved by the Ethics Committee of each participating clinical center (project
identification code CAFEPS: G03032; and PEPs: 2008/4232). For this study, we included
only those participants who had completed evaluation of estimated premorbid IQ, as well
as functional and clinical assessments both at baseline and at two-year follow-up. As a
result, we analyzed data for a subsample of a total 255 individuals with a first episode of
psychosis (79 of them derived from the CAFEPS, and 176 from the PEPs study).
Participants had to meet the following inclusion criteria: (1) age between 7 and
17 years at the time of first evaluation in the CAFEPS study and between 7 and 35 years
in the PEPs study; (2) presence of positive psychotic symptoms, such as delusions or
hallucinations, lasting less than 12 months within the context of a first episode of psychosis;
(3) participants spoke and understood Spanish; and (4) gave informed consent. Exclusion
criteria for participants were: (1) the presence of any other Axis I disorder at the time of
evaluation that might account for the psychotic symptoms (such as substance abuse, autistic
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spectrum disorders, post-traumatic stress disorder, or acute stress disorder); (2) intellectual
disability as per DSM-IV criteria (including not only an IQ below 70 but also impaired
functioning or pervasive developmental disorder); (3) presence of neurological disorders,
and organic disease with mental repercussions; (4) history of head trauma with loss of
consciousness; and (5) pregnancy. Occasional substance use was not an exclusion criterion
if positive symptoms persisted for more than two weeks after a negative urine drug test.
2.2. Procedures
2.2.1. Definition of Premorbid IQ and Age of Onset Subgroups
As a measure of premorbid IQ we used the Vocabulary subtest of the Spanish versions
of the Wechsler Intelligence Tests: Wechsler Children Intelligence Scale WISC-R [48] or
WISC-IV [49] for individuals aged ≤16 and the Wechsler Adult Intelligence Scale, WAIS-
III for individuals aged ≥17 [50]. The Vocabulary subtest of the Wechsler tests has been
previously used as a proxy measure for premorbid intelligence in samples of first episode of
psychosis patients [51]. It has been shown that the vocabulary task is relatively unaffected
by psychopathology [52] and by neurodegenerative processes, such as dementia [53]. It is
a task based on an individual’s general knowledge of linguistic information (phonology
and semantics), which has been generally associated with crystallized intelligence [54,55],
provided that the participants are evaluated in their mother tongue. We used standardized
scores of vocabulary subtest of WAIS-III or WISC-R/IV to compute the estimated score
following the formula proposed by Lyman Howard [56] (i.e., vocabulary standardized
score × 5 + 50). A score of 85 premorbid IQ or lower was used to define a low premorbid IQ
boundary, following DSM and ICD criteria that this IQ cut-off score is the upper boundary
for borderline intellectual functioning (1 SD below normal intellectual functioning) and
would thus represent a vulnerable group [57]. In addition, previous studies have used
this boundary to split samples based on preserved or compromised intellect [51,58]. We
explored inter-rater reliability for the Vocabulary test using 10 cases compared with a gold
standard score, derived from the consensus of three expert evaluators in the administration
and correction of these tests. Interclass correlation coefficients (ICCs) were calculated for
each independent evaluator. We only considered for testing trained evaluators with scores
higher than the established cut-off point (ICC > 0.80).
The age of onset of psychotic symptoms was defined by the time of appearance of the
first positive psychotic symptom. It was evaluated retrospectively at baseline according to
reports from the patient and his/her family and clinical reports. We defined early onset
of psychosis as the onset of positive psychotic symptoms in individuals younger than
18 years old and adult onset of psychosis as the onset at 18 years or older [19]. As a result,
we classified individuals into four subgroups: Group 1 was early-onset with low pIQ
(N = 41, 16.1%); Group 2 was adult-onset with low pIQ (N = 70, 27.5%); Group 3 was
early-onset with average pIQ (N = 30, 11.8%); and Group 4 was adult-onset with average
pIQ (N = 114, 44.7%).
2.2.2. Clinical Assessment
At baseline, we gathered relevant demographical and clinical data for all participants.
Duration of untreated psychosis (DUP) was calculated as the time (days) elapsed between
the first positive symptom (delusions, hallucinations, or disorganization) recalled and base-
line assessment [59]. We used DSM-IV criteria [60] to establish the diagnosis of psychotic
disorder or its absence at baseline using the Spanish version of the structured clinical inter-
view for DSM-IV (SCID) I for axis I, mental major disorders [61] for adults (over 18 years),
and the Kiddie Schedule for Affective Disorders and Schizophrenia for children and ado-
lescents (until age 18; [62]). At the two-year follow-up, we revised the diagnosis using the
correspondent semi-structured interview designed to assess current and past psychopathol-
ogy. We grouped the patients into three diagnostic categories: (1) schizophrenia spectrum
disorders (SSD), which included schizophrenia, schizophreniform, and schizoaffective
disorders; (2) affective spectrum disorders (ASD), which included bipolar disorder I and
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II, and manic and depressive episodes with psychotic symptoms; and (3) other psychoses
(OPs), which included brief psychotic disorders, psychoses not otherwise specified, and
toxic psychoses. When we treated diagnosis as a dichotomous variable, we grouped ASD
and Ops as “non-SSD” patients.
Participants underwent clinical and functional assessment both at baseline and at two-
year follow-up. We used the Global Assessment of Functioning Scale (GAF; ≥18 years) [63]
or the Children Global Assessment of Functioning Scale (c-GAF; <18 years) [64], respec-
tively, to assess general functioning. Clinical assessments were conducted with the Positive
and Negative Symptom Scale (PANSS) [65,66]. Experienced psychiatrists or psychologists
administered the assessments and the reliability of the different clinicians administering
PANSS scale was evaluated to achieve a within-class correlation coefficient higher than 0.8.
At two-year follow up, we applied Andreasen’s Remission Criteria [67] based on
PANSS scores; Andreasen defines “symptom remission” as the presence of scores of = or <3
in the following symptoms of the PANSS: delusions, conceptual disorganization, hallucina-
tions, blunted affect, emotional withdrawal, lack of spontaneity and flow of conversation,
mannerisms and posturing, and unusual thought content). The Andreasen’s time criteria
was not applied to this definition of remission. We defined a cut-off point of ≥70 in the GAF
and c-GAF (range of scores from 1 to 100) for “good functioning” at two-year follow-up,
as previous studies have determined [59]. Finally, we defined “clinical recovery” as both
good functioning (GAF ≥ 70) and symptom remission at two-year follow-up [68].
We gathered antipsychotic prescription information and converted it into chlorpro-
mazine equivalents based on international consensus [69].
2.3. Statistical Analyses
Demographic and clinical characteristics of the sample were analyzed using descrip-
tive statistics (frequencies or mean and SD, as appropriate). The distribution of the continu-
ous variables (demographic and clinical measures) was ascertained using the Kolmogorov–
Smirnov and Shapiro–Wilk test. The equality of the variance between subgroups was
assessed using Levene’s test. Differences between subgroups were examined using univari-
ate ANOVA for continuous variables and chi-square for categorical variables. To correct
for multiple comparisons, Bonferroni and Benjamini Hochberg post-hoc methods were
applied [70] and to calculate effect sizes, Cohen’s d for post-hoc ANOVA pairwise compar-
isons (small effect d > 0.2, medium effect d > 0.5, large effect, d > 0.8) and Cramer’s V for
chi-square pairwise comparisons (small effect V > 0.1, medium effect V > 0.3, and large
effect V > 0.5) were used. Secondary comparison analyses through one-way ANCOVA were
conducted to explore the potential effects of antipsychotic medication as a confounding
variable. Furthermore, to examine differences in clinical and functional trajectories between
subgroups, we conducted a two-way mixed ANOVA to assess the effect of group, time
and group × time interaction over global functioning (GAF/c-GAF scores), and severity of
symptoms (PANSS scores), with partial Eta-Squared (ηp2) as a measure of the effect size
(small effect ηp2 > 0.01, medium effect ηp2 >0.06, and large effect ηp2 > 0.14).
To examine the predictive value of pIQ and age of onset on global functioning at
two-year follow-up (GAF/c-GAF scores) we used a hierarchical multiple regression model,
entering pIQ and age of onset in the first block (using the enter method). In the second
block, we entered clinical dimensions at baseline that correlated with GAF/c-GAF scores
in the bivariate analyses (clinical diagnosis, PANSS subscales scores) using the forward
method. The diagnosis variable, SSD or non-SSD, was used as a dichotomous variable with
the latter group as the reference category. Furthermore, to test the predictive capacity of
pIQ and age of onset for clinical recovery at two-year follow-up, we performed a logistic
regression analysis and a multiple logistic regression. Statistical analyses were performed
using IBM SPSS Statistic for Windows Version 26.0, IBM Corp., Armonk, NY, USA, 2019.
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3. Results
3.1. Sociodemographic and Clinical Characteristics
The socio-demographic characteristics of the sample are summarized in Table 1.
Comparisons between the four first episode of psychosis subgroups revealed no significant
differences in socioeconomic status or DUP. Within the adult-onset subgroups, there were
significantly more females in the subgroup with low pIQ than in the subgroup with
average pIQ. Early-onset with low pIQ subgroup had a lower premorbid adjustment at
infancy than adult-onset patients with average pIQ. Regarding diagnosis, both early-onset
subgroups had significantly more individuals with a diagnosis of ASD compared to both
adult-onset subgroups. Both adult-onset subgroups had significantly more individuals
with a diagnosis of OPs than the subgroup of early-onset with average pIQ (see Table 1).
Early-onset individuals with average pIQ had a significantly lower main daily dose of
antipsychotic treatment at baseline than both adult-onset subgroups. At two-year follow-
up, among adult-onset patients, the subgroup with low pIQ had a significantly higher
main daily dose of antipsychotic prescription than the subgroup with average pIQ (see
Table 1). Within the early-onset age subgroups, we found no differences other than age
between adolescents younger than 14 years old and adolescents 14 years old and older (see
Supplementary Table S1).
In addition, regarding the sample selected for this study, we found no differences
between individuals who completed the required evaluations (n = 255) and those who did
not complete them (n = 190) in terms of age (t (443) = 1.46, p = 0.14), gender (χ2 (1) = 0.002,
p = 1.00), SES (χ2 (4) = 7.61, p = 0.11), age at first episode (t (427) = 1.16, p =0.25), GAF/c-
GAF score at baseline (t (442) = −0.47, p = 0.64), PANSS total score at baseline (t (442) = 1.32,
p = 0.18), or antipsychotic doses at baseline (t (443) = −0.81, p = 0.42).
3.2. Pairwise Comparison of Clinical Symptoms, Functioning, Symptom Remission, and Clinical
Recovery Rates
Comparisons in clinical, functional variables, symptom remission, and clinical recov-
ery rates among first episode of psychosis subgroups are summarized in Table 2.
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Table 1. Demographic characteristics of the whole sample of individuals who have experienced a first episode of psychosis and by subgroups classified as: early-onset with low-pIQ,
adult-onset with low-pIQ, early-onset with average-pIQ, early-onset with average-pIQ.
1 2 3 4
Clinical Ratings Whole FEP Sample Early Onset Adult Onset Early Onset Adult Onset
Low pIQ Average pIQ
mean (SD) [95% IC] N = 255 N = 41 N = 30 N = 70 N = 114 Statistic Significant Post-Hoc Comparison
F/χ2 (d.f.) Sig. (p) Pair Comparisons p
































High 48 (19.0) 7 (17.1) 4 (13.3) 11 (16.2) 26 (22.8)
Medium High 31 (12.3) 6 (14.6) 1 (3.3) 9 (13.2) 15 (13.2)
Medium 62 (24.5) 4 (9.8) 9 (30.0) 19 (27.9) 30 (26.3)
Medium Low 79 (31.2) 17 (41.5) 11 (36.7) 18 (26.5) 33 (28.9)
Low 33 (13.0) 7 (17.1) 5 (16.7) 11 (16.2) 10 (8.8)











a 2 > 1 0.027











a 1 < 4 0.04


























a 4 < 2 0.04




ASD 1 > ASD 2
ASD 1 > ASD 4
ASD 3 > ASD 2
ASD 3 > ASD 4
OPs 3 < OPs 2








Disorders (SSD) 150 (58.8%) 25 (61.0%) 17 (56.7%) 45 (64.3%) 63 (55.3%)
Affective Spectrum
Disorders (ASD) 51 (20%) 11 (26.8%) 2 (6.7%) 20 (28.6%) 18 (15.8%)
Other Psychoses (OPs) 54 (21.2%) 5 (12.2%) 11 (36.7%) 5 (7.1%) 33 (28.9%)
Significance at p < 0.05. Abbreviations: FEP = first episode psychosis; low-pIQ = premorbid IQ < 85; average pIQ = premorbid IQ ≥ 85; SES = parental socio-economic status using Hollingshead’s Two-Factor
Index of Social Position (Hollingshead and Redlich, 1958). DUP = duration of untreated psychosis. DUP was calculated as the number of days between the first manifestation of psychotic symptoms and
the initiation of the treatment. Premorbid Adjustment Scale (Cannon-Spoor, Potkin, and Wyatt, 1982) based on information from patients and parents or close relative. Diagnosis was assessed at baseline
and reviewed at two years. SSD = schizophrenia spectrum disorders, which include: schizophrenia, schizophreniform, and schizoaffective disorders; ASD = affective spectrum disorders, which included:
bipolar disorder I and II, and manic and depressive episodes with psychotic symptoms; Ops = other psychoses, which include: brief psychotic disorders, psychoses not otherwise specified, and toxic psychoses.
a = ANOVA pair-wise comparison corrected with Bonferroni. b = the significance of χ2 for multiples comparisons was corrected with the Benjamini Hochberg method.
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Table 2. Clinical and functional characteristics of the sample of individuals who have experienced a first episode of psychosis and differences among subgroups classified as: early-onset
with low-pIQ, adult-onset with low-pIQ, early-onset with average-pIQ, adult-onset with average-pIQ.
Clinical Ratings Whole FEPSample
1 2 3 4
Early Onset Adult Onset Early Onset Adult Onset
Low pIQ Average pIQ
N = 255 N = 41 N = 30 N = 70 N = 114 Test Statistic Significant post-hoc Comparison
F/χ2 (d.f.) Sig. (p) PairComparisons p d/V
PANSS Positive
Symptoms baseline














1 > 2 <0.001 1.21
1 > 4 <0.001 0.78
3 > 2 0.001 0.29
3> 4 0.009 0.51
PANSS Positive
Symptoms mean at two































Symptoms mean at two













a 1 > 4 0.005 0.59
PANSS General
Symptoms baseline




















Symptoms mean at two














1 < 2 0.001 0.93
1 < 4 0.003 1.27
3 < 2 <0.001 0.67
3 < 4 <0.001 0.92
PANSS Total baseline



















PANSS Total mean at



























1 < 2 <0.001 1.17
1 < 4 <0.001 1.29
3 < 2 0.004 0.72
3 < 4 <0.001 0.88
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Table 2. Cont.
Clinical Ratings Whole FEPSample
1 2 3 4
Early Onset Adult Onset Early Onset Adult Onset
Low pIQ Average pIQ
N = 255 N = 41 N = 30 N = 70 N = 114 Test Statistic Significant post-hoc Comparison
F/χ2 (d.f.) Sig. (p) PairComparisons p d/V














a 1 < 4 <0.001 0.82
Good functioning at
two years N (%) 135 (52.9) 14 (34.1) 14 (46.7) 35 (50) 72 (63.2)
11.31
(3) 0.01
b 1 < 4 0.001 0.26
Symptom remission at
two years N (%)
181 (71) 25 (61) 19 (65.5) 47 (67.1) 90 (81.1) 8.45(3) 0.03 b
1 < 4 0.01 0.21
0.163 < 4 0.03
Recovery at
two years N (%) 128 (51) 14 (34.1) 12 (41.4) 33 (47.1) 69 (62.2) 11.69(3) 0.009
b
1 < 4 0.002 0.25
0.17
0.14
2 < 4 0.04
3 < 4 0.04
Significance at p < 0.05. Abbreviations: FEP: first-episode psychosis; low-pIQ = premorbid IQ < 85; average-pIQ = premorbid IQ ≥ 85; a = ANOVA pair-wise comparison corrected with Bonferroni; b = the
significance of χ2 for multiples comparisons was corrected with the Benjamini Hochberg method. Bold values indicate significance at p < 0.05 and size effect medium-large. Cohen’s d was calculated as an effect
size estimate for post-hoc ANOVA pairwise comparisons (small effect d > 0.2, medium effect d > 0.5, large effect, d > 0.8) and Cramer’s V for χ2 (small effect V > 0.1, medium effect V > 0.3, large effect, V > 0.5).
Symptom remission: defined as the presence of scores of = or <3 in the following symptoms of the PANSS: delusions, conceptual disorganization, hallucinations, blunted affect, emotional withdrawal, lack of
spontaneity and flow of conversation, mannerisms and posturing, and unusual thought content. Good functioning: ≥70 in the GAF and CGAF (range of scores from 1 to 100). Clinical recovery: defined as the
presence of both good functioning (GAF ≥ 70) and symptom remission at two-year follow-up.
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Within the groups with the same age range at onset (early-onset with pIQ vs. early-
onset with average pIQ; adult-onset with low pIQ vs. adult-onset with average pIQ), the
only difference in symptomatology, functioning, remission, or recovery rates at baseline
or follow-up was that the subgroup of adult-onset with average pIQ recovered signifi-
cantly more frequently than adult-onset with low pIQ subgroup (V = 0.17). We found no
significant difference in these clinical variables within the subgroups of early-onset cases.
Figure 1 reflects the progression pattern of recovery rates for the four subgroups.
Figure 1. Recovery rates in subgroups of patients with a first episode of psychosis at two-year follow-
up. EO-low-pIQ: early onset with premorbid IQ < 85. AO-low-pIQ: adult onset with premorbid
IQ < 85. EO-average-pIQ: early onset with premorbid IQ ≥ 85. AO-average-pIQ: adult onset with
premorbid IQ ≥ 85. * = Significant pairwise comparison p < 0.05.
Within the same IQ range (early-onset with low pIQ vs. adult-onset with low pIQ; and
early-onset with pIQ vs. adult-onset with average pIQ), both early-onset patients subgroups
had significantly more severe positive symptoms and poorer functioning at baseline than
both subgroups of adult-onset patients (d = 0.51 to 1.21; see Table 2), with higher effect
sizes for the pairwise comparison between the subgroups of early-onset with low pIQ
and adult-onset with low pIQ (d positive symptoms = 1.21; d functioning = 1.17). Within
average-pIQ patients, early-onset cases had significantly lower symptom remission and
clinical recovery rates than adult-onset patients (remission: V = 0.16; recovery: V = 0.14).
Furthermore, comparisons between the four first episode of psychosis subgroups
revealed significant clinical and functional differences between the subgroups of early-
onset with low pIQ and adult-onset with average pIQ. Early-onset patients with low pIQ
showed higher positive (d = 0.78) and total symptoms score (d = 0.71) at baseline, higher
severity of negative symptoms (d = 0.59), and total symptoms score (d = 0.5) at two-year
follow-up, worse functioning both at baseline (d = 1.29) and at follow-up (d = 0.82), and
lower remission and recovery rates than the subgroup of adult-onset with average pIQ
(remission: V = 0.21; recovery: V = 0.25).
In our secondary analysis, controlling for medication, the only effect that disappeared
was the difference between the subgroups of early-onset with low pIQ and adult-onset
with average pIQ in PANSS total score at two years (F(3) = 1.99, p = 0.12).
3.3. Clinical and Functioning Changes over Time
Positive, negative, and total symptomatology improved for the whole sample during
follow-up with a corresponding significant main effect of time (positive: F (247, 1) = 194.08,
p ≤ 0.001, ηp2 = 0.44; negative: F (1, 247) = 36.36, p < 0.001, ηp2 = 0.13; total: F (1, 247) = 163.85,
p < 0.001 ηp2 = 0.40). We found a significant group × time interaction effect for positive
symptoms (F (247, 3) = 5.29, p = 0.001, ηp2 = 0.06), with early-onset subgroups showing a
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significant larger improvement in positive symptoms scores over time (from baseline to
two-year follow-up) than adult-onset subgroups (p = 0.007 to p < 0.001 in group × time
paired comparisons; see Figure 2a). There were no significant changes from baseline to
two-year follow-up (within-group differences) in negative symptoms for the subgroups
with low pIQ (early-onset-low-pIQ p = 0.06; adult-onset-low-pIQ p = 0.07). Time × group
interaction in negative symptoms (F (1, 247) = 0.26, p = 0.85) or total score symptomatology
(F (1, 247) = 2.45, p = 0.06) variables were not significant.
Figure 2. Change in positive symptoms (a) and functioning outcome (b) in subgroups of patients with a first episode
of psychosis from baseline to two-year follow-up. Error bars: 95% CI. EO-low-pIQ: early onset with premorbid IQ < 85;
AO-low-pIQ: adult onset with premorbid IQ < 85. EO-average-pIQ: early onset with premorbid IQ ≥ 85. AO-average-pIQ:
adult onset with premorbid IQ ≥ 85.
Figure 2b shows baseline and two-year functioning according to the global assessment
functioning scales. We found a significant group × time interaction (F (251, 3) = 4.42,
p = 0.004, ηp2 = 0.06). The within group × time paired comparisons revealed that only
the subgroup of early-onset with low pIQ had an improvement trajectory significantly
different from the three other subgroups (p = 0.04 to p < 0.001). Figure 2b show that the
subgroup of early-onset with low pIQ subgroup presented with the highest improving
in functioning over time but had the lowest GAF score both at baseline (mean= 31.56,
SD = 17.26) and at two-year follow-up (mean = 62.9, SD = 18.68). On the contrary, the
subgroup of adult-onset with average pIQ achieved the highest score at the two time-points
(mean at baseline = 55.58, SD = 19.11, mean at the follow-up = 75.53, SD = 13.31) with the
lowest increase trajectory in GAF/c-GAF scores.
3.4. Predictive Value of pIQ and Age of Onset at Baseline over General Functioning at Two-Year
Follow-Up
Age of onset and pIQ significantly predicted the improvement in GAF/c-GAF scores
at two-year follow-up (F (2, 252) = 9.936, p < 0.001, R2 adjusted = 0.07), and explained a
7% of the variance of two-year follow-up global functioning scores (both variables added
statistically significantly to the prediction, p < 0.05; see Supplementary Table S2). The inter-
action of age of onset and pIQ significantly predicted global functioning (F (1, 254) = 19.15,
p < 0.001, R2 adjusted = 0.07) without increasing the predictive value of the two variables
(age of onset and pIQ).
Among clinical variables, only diagnosis at baseline was significant (p < 0.001) and the
model explained a total variance of 16% (model 2, F = 16.75, p<0.001, R2 adjusted = 0.16;
see Supplementary Table S3). Age of onset and pIQ had a positive association with GAF/c-
GAF two-year scores, and diagnosis had a negative association. That is to say, diagnosis of
affective psychosis or psychosis NOS was related with better GAF/c-GAF two-year scores
than diagnosis of schizophrenia spectrum disorder (see Supplementary Table S3).
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We used a logistic regression to assess the predictive power of age of onset and pIQ
for clinical recovery with the final model explaining 6% (Nagelkerke R2) of the variance
in clinical recovery and correctly classifying 55.4% of cases (χ2 (2) = 11.10, p < 0.001).
Sensitivity was 69% and specificity was 70%. Of the two predictor variables, only premorbid
IQ was statistically significant (as shown in Table S4). Increased pIQ was associated with an
increased likelihood of exhibiting clinical recovery. The area under the ROC curve was 0.61
(CI 0.54, 068) [71]. We performed a secondary binomial logistic regression using the forward
stepwise method to ascertain the effect of age of onset, pIQ and diagnosis (non-SSD or SSD)
on the likelihood that participants would have clinical recovery. The model that improved
the prediction of clinical recovery likelihood (Model 2) included the variables pIQ (p = 0.013)
and diagnosis (p < 0.001), was statistically significant (χ2 (2) = 41.076, p < 0.001) explaining
20% (Nagelkerke R2) of the variance in clinical recovery and correctly classifying 67.3%
of cases. Sensitivity was 76% and specificity was 93% (as shown in Table S5). Higher pIQ
and having a non-SSD diagnosis was associated with an increased likelihood of exhibiting
clinical recovery. The area under the ROC curve was 0.718 (95%CI 0.655, 0.782) [71].
4. Discussion
In this study, we aimed to explore the combined effect of premorbid IQ and age of
onset of psychotic symptoms on psychotic symptomatology and functioning over two
years of follow-up on a sample of first episode of psychosis. We found that subgroup of
early-onset with low pIQ presented with the worst global psychosocial functioning and
that, despite the trajectory of improvement over time, this subgroup still showed poor
functioning at two-year follow-up. Conversely, the subgroup of adult-onset with average
pIQ presented with average functioning at two-year follow-up, with intermediate values
for the other two subgroups.
At baseline, early-onset individuals showed more severe symptoms, with higher scores
in positive and general subscales and PANSS total score than adult-onset participants. All
four subgroups improved on positive symptoms at two-year follow-up with the greatest
improvement for early-onset participants, perhaps due to their higher baseline rates (i.e.,
EO subgroups had the most “room for improvement”). In addition, both average-pIQ
subgroups improved on negative symptoms at the follow-up. However, the subgroups
with low pIQ did not show significant change of negative symptoms’ severity over time,
with only individuals in the subgroup of early-onset with low pIQ showing significantly
more negative symptoms than individuals in the adult-onset with average-pIQ group at
the follow-up.
Adult-onset with average pIQ was the subgroup that achieved the highest remis-
sion rate (81.1%), which was significantly higher than both early-onset subgroups (early-
onset-average-pIQ: 67.1%; early-onset-low-pIQ: 61%). In the case of full recovery (both
symptomatic and functioning), the subgroup of adult-onset with average pIQ significantly
differed from the other three subgroups. More than 60% of adult-onset patients with aver-
age pIQ fully recovered, with fewer than 40% in the early-onset with low-pIQ subgroup
and intermediate values for the other two subgroups.
Our results suggest heterogeneity in the presentation and clinical and functioning
outcomes at two-year follow-up in first-episode psychosis depending on age of onset and
pIQ. This is in line with previous works that support the hypothesis of an influence of age
of onset on clinical outcomes [18,21,27]. Our findings also suggest that paying attention
to the interplay of age of onset and pIQ may help identify early-onset individuals with
more compromised neurodevelopment. Among early-onset patients, only the low-pIQ
subgroup did not show an improvement of negative symptoms at the follow-up. This
suggests the possibility that the profile of negative symptoms differs between both early-
onset subgroups. Previous investigators have discussed how negative symptoms within
psychosis might comprise different phenomena, including primary negative psychotic
symptoms (defectual) but also secondary manifestations derived from medication [30,72].
The presence of poor premorbid cognitive abilities, perhaps in the form of language poverty
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or concrete thinking, together with low functioning suggest primary negative symptoms in
the EO patients with low pIQ. Our results led us to consider negative symptom trajectories
as an important factor in early-onset patients which, together with low pIQ constitute
factors associated with deviant developmental processes present before the onset of psy-
chotic symptoms [73]. Indeed, the persistence of negative symptoms in this subgroup
warrants finer-grain analysis of negative symptoms. One example would be to assess
primary negative symptoms with the criteria proposed by Galderisi et al. [74] in order to
ascertain if the primary and enduring negative symptoms are present more frequently in
those patients with early onset and low pIQ than in the other subgroups, which may show
secondary negative symptoms, such as depressive symptoms, due to other factors. Puig
et al. [30] compared the prevalence of persistent negative symptoms between early-onset
and adult-onset psychosis and found that an early onset of psychosis increased the odds of
meeting criteria for primary negative symptoms and that those patients had greater global
cognitive deficits. Lack of insight has been a variable with state and trait characteristics
(these latter ones associated with schizophrenia and particularly early onset) that could
have a role in the persistence of negative symptoms [75,76]. Musket et al. [40] also identified
shared genetic effects between age at onset and negative symptom severity in patients with
schizophrenia. Additional evidence supports the idea that early onset of schizophrenia
is moderately heritable [39,40] and that a familial component exists in the relationship
between cognitive performance and psychosis [41,42]. Thus, the presence of an early age
of onset and a low pIQ may reflect a specific neurodevelopmental course within psychotic
disorders [43].
In this vein, Abdin et al., [77] examined the heterogeneity in trajectories of symptom
severity in individuals who have experienced a first episode of psychosis and their impact
on functioning, and identified a group of patients associated with younger age, male
sex, lower education, longer DUP, and diagnosis of SSD, with higher risk of symptom
severity and poor functioning at the two-year follow-up. In our study, both age of onset
and pIQ have proven to be predictors of functioning outcomes at two-year follow-up
(GAF/C-GAS score). Moreover, both hierarchical linear regression and multiple logistic
regression analyses showed that including baseline diagnosis in our model improves our
predictions of GAF/c-GAF scores and recovery rates at two-year follow-up. We found
that SSD was related to a poorer functioning prognosis. The latter is consistent with
abundant previous works which signal that first-episode psychosis individuals with an
initial diagnosis of non-affective psychosis were more likely to experience a worse clinical
course and global functioning, worse socio-occupational outcomes, and poorer quality of
life at follow-up [78–80].
In our study, recovery rates ranged from 34.1% to 62.2% at two-year follow-up. In a
recent systematic review and meta-analysis from Lally et al. [16], a pooled prevalence of
long-term recovery among 9642 individuals with FEP was estimated as 38% (35 studies,
mean follow-up 7.2 years). Other works with shorter follow-up periods (1–3 years) showed
percentages of patients with global recovery of around 13.5% and 26% [11,81]. Recovery
rates, according to clinicians [82] is a useful concept, a clinical priority, and a therapeutic
goal [83], given that even if patients reach symptomatic stability, the low functioning of
patients requires a re-evaluation of treatment [84]. Differences in recovery rates among
studies could be related to not having uniform criteria for recovery [84].
Given our results, it seems useful to consider age at onset and pIQ as variables that
contribute to variability in clinical and functioning outcomes and as prognostic factors.
However, since in logistic regression only the variable pIQ showed prognostic value, it is
worth emphasizing the value of cognitive performance to functional outcomes. Early-onset
patients had lower functioning than adult-onset patients at baseline, however, those early-
onset patients with average pIQ had a better functioning trajectory than those with low pIQ,
which might indicate that preserved pIQ serves as a protective factor for better functional
outcomes. Preservation of premorbid cognition has been considered a proxy indicator
of cognitive reserve (CR), which may be a protective factor against brain damage and
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functional impairment [85]. In line with our results, evidence suggests that CR in psychotic
patients is associated with clinical and psychosocial functioning improvement [86–89],
and training programs to stimulate intellectual skills are recommended [88]. Based on
our results, the implementation of cognitive and functional therapeutics strategies seems
especially relevant in the case of adolescents with low pIQ in order to reduce the long-term
impact of the illness.
However, our study has several limitations. First, although the original sample size
is large (N = 255), the sample sizes for the subgroups are relatively small, except the
adult-onset with average pIQ subgroup, which is a finding in itself given the prevalence
of lower vs. higher pIQ in the EOP subsample. Second, although the GAF is widely
used and recognized as a measure of global functioning, other validated tools such as the
Functioning Assessment Short Test, FAST might have been more precise in defining func-
tional dysfunction according to relevant domains other than general functioning [90,91].
Furthermore, we did not have specific clinical scales to assess negative symptomatology,
such as the Brief Negative Symptom Scale [92] or the Clinical Assessment Interview for
Negative Symptoms [93]. Finally, the relatively short follow-up period of two years could
be insufficient for detecting the stabilization of good functional outcomes and symptom
remission, so studies using data spanning longer follow-up periods will be valuable in
order to replicate, challenge, or extend the results of the present study. The main strength
of this study is the large and well-characterized cohort of FEP patients with a wide range
of age of onset, including early-onset and adult-onset individuals in a naturalistic and
longitudinal study.
5. Conclusions
In summary, we have explored heterogeneity among individuals who have experi-
enced a first episode of psychosis based on two factors that have been consistently linked
with relevant outcome measures: age at onset and pIQ. Through subgrouping research
strategy, we have identified a group of patients with early onset and low pIQ of greater
vulnerability by presenting the highest severity of negative symptoms at two-year follow-
up, the worst functioning at both the baseline and two-year follow-up, and the lowest
recovery rate. Understanding this variability is critical to the development of personalized
treatment interventions that take into account age of onset and premorbid intellectual
performance to improve functional recovery. This should also motivate further exploration
of the neuropsychological performance in these FEP subgroups in order to characterize
whether they have broad neurocognitive impairments or domain-specific deficits, the
relationship between cognitive performance and functioning, and the possible link with
neurobiological substrates that allow us to better understand the disease etiology.
Supplementary Materials: The following are available online at https://www.mdpi.com/article/10
.3390/jcm10112474/s1, Table S1. Demographic and clinical characteristics of the participants with
early-onset of psychosis classified as: younger than 14 years old and adolescents 14 years and older.
Table S2: Multiple linear regression model assessing the association of age of onset and premorbid IQ
with GAF/c-GAF at two-year follow-up; Table S3: Multiple regression predicting GAF/c-GAF at
two-year follow-up from age of onset, premorbid IQ interaction, and diagnosis in the whole sample of
first episode of psychosis patients; Table S4: Logistic regression predicting likelihood of heart disease
based on age of onset and premorbid IQ; and Table S5: Logistic regression predicting GAF/c-GAF
at two-year follow-up from age of onset, premorbid IQ and diagnosis in the whole sample of first
episode of psychosis patients.
J. Clin. Med. 2021, 10, 2474 15 of 19
Author Contributions: Conceptualization, M.M.-G., M.R.-C., M.P. and Á.d.R.-M.; methodology,
M.M.-G., M.R.-C. and D.F.; formal analysis, M.M.-G., M.R.-C. and M.P.; investigation, all authors;
data curation, M.M.-G.; writing—original draft preparation, M.M.-G., M.R.-C. and M.P.; writing—
review and editing, M.M.-G., D.F., Á.d.R.-M., G.M., A.M.S.-T., S.A., A.L., A.G.-P., Á.A.-B., I.C., E.V.,
I.B., A.M., M.C., E.d.l.S., B.P., I.Z., C.A., M.B., M.R.-C. and M.P.; supervision, M.R.-C. M.P. and C.A.;
project administration, M.P., M.R.-C., M.B. and C.A.; funding acquisition, M.R.-C., M.P., C.A. and
M.B. All authors have read and agreed to the published version of the manuscript.
Funding: This work was supported by the Spanish Ministry of Science and Innovation. Instituto
de Salud Carlos III, PI02/1248, PI03032, PI05/0678, PI08/0208 PI09/01442, PI11/00325, PI12/1303,
PI14/00612, PI15/00723, PI17/009977, PI18/00753 cofinanced by ERDF Funds from the European
Commission, “A way of making Europe”, CIBERSAM. Madrid Regional Government (B2017/BMD-
3740 AGES-CM-2). The CERCA Program/Generalitat de Catalunya And Secretaria d’Universitats
i Recerca del Departament d’Economia I Coneixement (2017SGR1355). Departament de Salut de
la Generalitat de Catalunya, en la convocatoria corresponent a l’any 2017 de concessió de sub-
vencions del Pla Estratègic de Recerca i Innovació en Salut (PERIS) 2016-2020, modalitat Projectes
de recerca orientats a l’atenció primària, amb el codi d’expedient SLT006/17/00345. European
Union Structural Funds. European Union Seventh Framework Program under grant agreements
FP7-HEALTH-2009-2.2.1-2-241909 (Project EU-GEI), FP7-HEALTH-2009-2.2.1-3-242114 (Project OPTi-
MISE), FP7-HEALTH-2013-2.2.1-2-603196 (Project PSYSCAN) and FP7-HEALTH-2013-2.2.1-2-602478
(Project METSY); and European Union H2020 Program under the Innovative Medicines Initiative
2 Joint Undertaking (grant agreement No 115916, Project PRISM, and grant agreement No 777394,
Project AIMS-2-TRIALS), Fundación Familia Alonso, Fundación Alicia Koplowitz and Fundación
Mutua Madrileña.
Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki, and approved by Ethics Committee of Hospital Clinic de Barcelona (PEPs
project identification code: 2008/4232; 17/04/2008 and CAFEPS project identification code: G03032).
Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.
Acknowledgments: M.M.-G. is a Tatiana Pérez de Guzmán el Bueno Neuroscience predoctoral
fellow. D.F. was partially supported by the Spanish Ministry of Economy and Competitiveness,
Instituto de Salud Carlos III (PI17/00481, PI20/00216), co-financed by ERDF Funds from the European
Commission, “A way of making Europe”, CIBERSAM, and Fundación Alicia Koplowitz. SA has
been supported by a Sara Borrell (CD20/00177), funded by Instituto de Salud Carlos III (ISCIII)
and co-funded by European Social Fund “Investing in your future”. MR-C is a Ramon y Cajal
Research Fellow (RYC-2017-23144), Spanish Ministry of Science, Innovation and Universities and
was supported by a NARSAD independent investigator grant (no. 24628) from the Brain & Behavior
Research Foundation. EV thanks the support of the Spanish Ministry of Science and Innovation
(PI15/00283, PI18/00805) integrated into the Plan Nacional de I+D+I and co-financed by the ISCIII-
Subdirección General de Evaluación and the Fondo Europeo de Desarrollo Regional (FEDER); the
Instituto de Salud Carlos III; the CIBER of Mental Health (CIBERSAM); the Secretaria d’Universitats
i Recerca del Departament d’Economia i Coneixement (2017 SGR 1365), the CERCA Programme,
and the Departament de Salut de la Generalitat de Catalunya for the PERIS grant SLT006/17/00357.
MB is grateful for the support of the Institut de Neurociències, Universitat de Barcelona. PEPs
Group: Eduardo J. Aguilar García-Iturrospe, Anna Alonso-Solís, Vicent Balanzá-Martinez, María
Teresa Bobes-Bascarán, Josefina Castro-Fornieles, Concepción De-la-Cámara, Fernando Contreras,
Covadonga M. Diaz-Caneja, Florencia Forte, Edurne García-Corres, Itxaso Gonzáez-Ortega, Leticia
González-Blanco, Eva Grasa, Miguel Gutiérrez Fraile, Ángela Ibáñez, Jessica Merchán-Naranjo,
Constanza Morén, Juan Nacher Roselló, Edith Pomarol-Clotet, Olga Puig, María Ribeiro, Roberto
Rodriguez-Jimenez, Rosa Maria Ros García, Maria Sague-Vilavella, Cristina Saiz-Masvidal, Luis
Sanchez-Pastor, Pedro Saz, Rafael Segarra Echevarría, Lara Ortiz Sans, Roberto Rodriguez-Jimenez,
Luis Sanchez-Pastor, Salvador Sarró, Judith Usall, and Dominik Wincewicz.
J. Clin. Med. 2021, 10, 2474 16 of 19
Conflicts of Interest: D.F. reported being a consultant to and/or receiving fees from Angelini,
Eisai, IE4Lab, Janssen, Lundbeck, and Otsuka and receiving grant support from Fundación Alicia
Koplowitz and Instituto de Salud Carlos III (Spanish Ministry of Science and Innovation). E.V. has
received grants and served as consultant, advisor or CME speaker unrelated to the present work
for the following entities: AB-Biotics, Abbott, Allergan, Angelini, Dainippon Sumitomo Pharma,
Ferrer, Gedeon Richter, Janssen, Lundbeck, Otsuka, Sage, Sanofi-Aventis, Sunovion, and Takeda.
CA has been a consultant to or has received honoraria or grants from Acadia, Angelini, Boehringer,
Gedeon Richter, Janssen Cilag, Lundbeck, Minerva, Otsuka, Roche, Sage, Servier, Shire, Schering
Plough, Sumitomo Dainippon Pharma, Sunovion and Takeda. MB has been a consultant for, received
grant/research support and honoraria from, and been on the speakers/advisory board of AB-Biotics,
Adamed, Angelini, Casen Recordati, Janssen-Cilag, Menarini, Roviand Takeda. The other authors
declare no conflicts of interest.
References
1. Austin, S.F.; Mors, O.; Budtz-Jørgensen, E.; Secher, R.G.; Hjorthøj, C.R.; Bertelsen, M.; Jeppesen, P.; Petersen, L.; Thorup, A.;
Nordentoft, M. Long-term trajectories of positive and negative symptoms in first episode psychosis: A 10 year follow-up study in
the OPUS cohort. Schizophr. Res. 2015, 168, 84–91. [CrossRef] [PubMed]
2. Martinuzzi, E.; Barbosa, S.; Daoudlarian, D.; Ali, W.B.H.; Gilet, C.; Fillatre, L.; Khalfallah, O.; Troudet, R.; Jamain, S.; Fond, G.; et al.
Correction: Stratification and prediction of remission in first-episode psychosis patients: The OPTiMiSE cohort study. Transl.
Psychiatry 2019, 9, 171. [CrossRef] [PubMed]
3. Carbon, M.; Correll, C.U. Clinical predictors of therapeutic response to antipsychotics in schizophrenia. Dialogues Clin. Neurosci.
2014, 16, 505–524. [PubMed]
4. Fusar-Poli, P.; McGorry, P.D.; Kane, J.M. Improving outcomes of first-episode psychosis: An overview. World Psychiatry 2017, 16,
251–265. [CrossRef]
5. Millan, M.J.; Andrieux, A.; Bartzokis, G.; Cadenhead, K.; Dazzan, P.; Fusar-Poli, P.; Gallinat, J.; Giedd, J.; Grayson, D.R.; Heinrichs,
M.; et al. Altering the course of schizophrenia: Progress and perspectives. Nat. Rev. Drug Discov. 2016, 15, 485–515. [CrossRef]
6. van Os, J.; Kenis, G.; Rutten, B.P.F. The environment and schizophrenia. Nature 2010, 468, 203–212. [CrossRef]
7. Velthorst, E.; Fett, A.J.; Reichenberg, A.; Perlman, G.; van Os, J.; Bromet, E.J.; Kotov, R. The 20-Year Longitudinal Trajectories of
Social Functioning in Individuals With Psychotic Disorders. Am. J. Psychiatry 2017, 174, 1075–1085. [CrossRef]
8. Cassidy, C.M.; Norman, R.; Manchanda, R.; Schmitz, N.; Malla, A. Testing Definitions of Symptom Remission in First-Episode
Psychosis for Prediction of Functional Outcome at 2 Years. Schizophr. Bull. 2010, 36, 1001–1008. [CrossRef] [PubMed]
9. Lieberman, J.; Jody, D.; Geisler, S.; Alvir, J.; Loebel, A.; Szymanski, S.; Woerner, M.; Borenstein, M. Time course and biologic
correlates of treatment response in first-episode schizophrenia. Arch. Gen. Psychiatry 1993, 50, 369–376. [CrossRef]
10. Tohen, M.; Strakowski, S.M.; Zarate, C.; Hennen, J.; Stoll, A.L.; Suppes, T.; Faedda, G.L.; Cohen, B.M.; Gebre-Medhin, P.;
Baldessarini, R.J. The McLean–Harvard first-episode project: 6-month symptomatic and functional outcome in affective and
nonaffective psychosis. Biol. Psychiatry 2000, 48, 467–476. [CrossRef]
11. Menezes, N.M.; Arenovich, T.; Zipursky, R.B. A systematic review of longitudinal outcome studies of first-episode psychosis.
Psychol. Med. 2006, 36, 1349–1362. [CrossRef] [PubMed]
12. González-Blanch, C.; Perez-Iglesias, R.; Pardo-García, G.; Rodríguez-Sánchez, J.M.; Martínez-García, O.; Vázquez-Barquero, J.L.;
Crespo-Facorro, B. Prognostic value of cognitive functioning for global functional recovery in first-episode schizophrenia. Psychol.
Med. 2010, 40, 935–944. [CrossRef]
13. Klærke, L.R.; Baandrup, L.; Fagerlund, B.; Ebdrup, B.H.; Pantelis, C.; Glenthøj, B.Y.; Nielsen, M. Ø Diagnostic stability and
long-term symptomatic and functional outcomes in first-episode antipsychotic-naïve patients with schizophrenia. Eur. Psychiatry
2019, 62, 130–137. [CrossRef] [PubMed]
14. Verma, S.; Subramaniam, M.; Abdin, E.; Poon, L.Y.; Chong, S.A. Symptomatic and functional remission in patients with
first-episode psychosis. Acta Psychiatr. Scand. 2012, 126, 282–289. [CrossRef]
15. Schrank, B.; Slade, M. Recovery in psychiatry. Psychiatr. Bull. 2007, 31, 321–325. [CrossRef]
16. Lally, J.; Ajnakina, O.; Stubbs, B.; Cullinane, M.; Murphy, K.C.; Gaughran, F.; Murray, R.M. Remission and recovery from
first-episode psychosis in adults: A systematic review and meta-analysis of long-term outcome studies. Eur. Psychiatry 2017, 41,
S819. [CrossRef]
17. DeLisi, L.E. The significance of age of onset for schizophrenia. Schizophr. Bull. 1992, 18, 209–215. [CrossRef] [PubMed]
18. Kao, Y.; Liu, Y. Effects of age of onset on clinical characteristics in schizophrenia spectrum disorders. BMC Psychiatry 2010, 10, 63.
[CrossRef] [PubMed]
19. McClellan, J.; Stock, S. Practice parameter for the assessment and treatment of children and adolescents with schizophrenia. J.
Am. Acad. Child Adolesc. Psychiatry 2013, 52, 976–990. [CrossRef] [PubMed]
20. Hui, C.L.; Li, A.W.; Leung, C.; Chang, W.; Chan, S.K.; Lee, E.H.; Chen, E.Y. Comparing illness presentation, treatment and
functioning between patients with adolescent- and adult-onset psychosis. Psychiatry Res. 2014, 220, 797–802. [CrossRef] [PubMed]
21. Veru, F.; Jordan, G.; Joober, R.; Malla, A.; Iyer, S. Adolescent vs. adult onset of a first episode psychosis: Impact on remission of
positive and negative symptoms. Schizophr. Res. 2016, 174, 183–188. [CrossRef] [PubMed]
J. Clin. Med. 2021, 10, 2474 17 of 19
22. Zammit, S.; Allebeck, P.; David, A.S.; Dalman, C.; Hemmingsson, T.; Lundberg, I.; Lewis, G. A Longitudinal Study of Premorbid
IQ Score and Risk of Developing Schizophrenia, Bipolar Disorder, Severe Depression, and Other Nonaffective Psychoses. Arch.
Gen. Psychiatry 2004, 61, 354–360. [CrossRef]
23. Khandaker, G.M.; Barnett, J.H.; White, I.R.; Jones, P.B. A quantitative meta-analysis of population-based studies of premorbid
intelligence and schizophrenia. Schizophr. Res. 2011, 132, 220–227. [CrossRef]
24. Leeson, V.C.; Sharma, P.; Harrison, M.; Ron, M.A.; Barnes, T.R.E.; Joyce, E.M. IQ Trajectory, Cognitive Reserve, and Clinical
Outcome Following a First Episode of Psychosis: A 3-Year Longitudinal Study. Schizophr. Bull. 2011, 37, 768–777. [CrossRef]
25. Wells, R.; Swaminathan, V.; Sundram, S.; Weinberg, D.; Bruggemann, J.; Jacomb, I.; Cropley, V.; Lenroot, R.; Pereira, A.M.; Zalesky,
A.; et al. The impact of premorbid and current intellect in schizophrenia: Cognitive, symptom, and functional outcomes. NPJ
Schizophr. 2015, 1, 15043. [CrossRef] [PubMed]
26. Wang, M.Y.; Ho, N.F.; Sum, M.Y.; Collinson, S.L.; Sim, K. Impact of duration of untreated psychosis and premorbid intelligence
on cognitive functioning in patients with first-episode schizophrenia. Schizophr. Res. 2016, 175, 97–102. [CrossRef] [PubMed]
27. Ballageer, T.; Malla, A.; Manchanda, R.; Takhar, J.; Haricharan, R. Is Adolescent-Onset First-Episode Psychosis Different from
Adult Onset? J. Am. Acad. Child Adolesc. Psychiatry 2005, 44, 782–789. [CrossRef]
28. Joyce, E.M.; Hutton, S.B.; Mutsatsa, S.H.; Barnes, T.R.E. Cognitive heterogeneity in first-episode schizophrenia. Br. J. Psychiatry
2005, 187, 516–522. [CrossRef]
29. Schimmelmann, B.G.; Conus, P.; Cotton, S.; McGorry, P.D.; Lambert, M. Pre-treatment, baseline, and outcome differences between
early-onset and adult-onset psychosis in an epidemiological cohort of 636 first-episode patients. Schizophr. Res. 2007, 95, 1–8.
[CrossRef] [PubMed]
30. Puig, O.; Baeza, I.; De La Serna, E.; Cabrera, B.; Mezquida, G.; Bioque, M.; Lobo, A.; González-Pinto, A.; Parellada, M.; Corripio, I.;
et al. Persistent Negative Symptoms in First-Episode Psychosis. J. Clin. Psychiatry 2017, 78, 1414–1422. [CrossRef] [PubMed]
31. Immonen, J.; Jääskeläinen, E.; Korpela, H.; Miettunen, J. Age at onset and the outcomes of schizophrenia: A systematic review
and meta-analysis. Early Interv. Psychiatry 2017, 11, 453–460. [CrossRef]
32. Johnstone, E.C.; Owens, D.G.; Bydder, G.M.; Colter, N.; Crow, T.J.; Frith, C.D. The spectrum of structural brain changes in
schizophrenia: Age of onset as a predictor of cognitive and clinical impairments and their cerebral correlates. Psychol. Med. 1989,
19, 91–103. [CrossRef] [PubMed]
33. Rajji, T.K.; Ismail, Z.; Mulsant, B.H. Age at onset and cognition in schizophrenia: Meta-analysis. Br. J. Psychiatry 2009, 195,
286–293. [CrossRef]
34. Weickert, T.W.; Goldberg, T.E.; Gold, J.M.; Bigelow, L.B.; Egan, M.F.; Weinberger, D.R. Cognitive Impairments in Patients with
Schizophrenia Displaying Preserved and Compromised Intellect. Arch. Gen. Psychiatry 2000, 57, 907–913. [CrossRef]
35. Aylward, E.; Walker, E.; Bettes, B. Intelligence in schizophrenia: Meta-analysis of the research. Schizophr. Bull. 1984, 10, 430–459.
[CrossRef] [PubMed]
36. Trotta, A.; Murray, R.M.; MacCabe, J.H. Do premorbid and post-onset cognitive functioning differ between schizophrenia and
bipolar disorder? A systematic review and meta-analysis. Psychol. Med. 2015, 45, 381–394. [CrossRef]
37. Woodberry, K.A.; Giuliano, A.J.; Seidman, L.J. Premorbid IQ in Schizophrenia: A Meta-Analytic Review. Am. J. Psychiatry 2008,
165, 579–587. [CrossRef]
38. Baeza, I.; de la Serna, E.; Amoretti, S.; Cuesta, M.C.; Díaz-Caneja, C.M.; Mezquida, G.; Lobo, A.; González-Pinto, A.; Corripio, I.;
Vieta, E.; et al. Premorbid characteristics as predictors of early onset vs. adult onset in patients with a first-episode of psychosis. J.
Clin. Psychiatry. in press.
39. Esterberg, M.L.; Trotman, H.D.; Holtzman, C.; Compton, M.T.; Walker, E.F. The impact of a family history of psychosis on
age-at-onset and positive and negative symptoms of schizophrenia: A meta-analysis. Schizophr. Res. 2010, 120, 121–130. [CrossRef]
40. Musket, C.W.; Kuo, S.S.; Rupert, P.E.; Almasy, L.; Gur, R.C.; Prasad, K.; Wood, J.; Roalf, D.R.; Gur, R.E.; Nimgaonkar, V.L.; et al.
Why does age of onset predict clinical severity in schizophrenia? A multiplex extended pedigree study. Am. J. Med Genet. Part B
Neuropsychiatr. Genet. 2020, 183, 403–411. [CrossRef] [PubMed]
41. Groom, M.J.; Jackson, G.M.; Calton, T.G.; Andrews, H.K.; Bates, A.T.; Liddle, P.F.; Hollis, C. Cognitive deficits in early-onset
schizophrenia spectrum patients and their non-psychotic siblings: A comparison with ADHD. Schizophr. Res. 2007, 99, 85–95.
[CrossRef] [PubMed]
42. Nam, H.J.; Kim, N.; Park, T.; Oh, S.; Jeon, H.O.; Yoon, S.C.; Lee, Y.; Lee, W.K.; Ha, K.; Kim, J.; et al. Cognitive profiles of
healthy siblings of schizophrenia patients: Application of the cognitive domains of the MATRICS consensus battery. World J. Biol.
Psychiatry 2009, 10, 452–460. [CrossRef]
43. Sheffield, J.M.; Karcher, N.R.; Barch, D.M. Cognitive Deficits in Psychotic Disorders: A Lifespan Perspective. Neuropsychol. Rev.
2018, 28, 509–533. [CrossRef]
44. Castro-Fornieles, J.; Parellada, M.; Gonzalez-Pinto, A.; Moreno, D.; Graell, M.; Baeza, I.; Otero, S.; Soutullo, C.A.; Crespo-Facorro,
B.; Ruiz-Sancho, A.; et al. The child and adolescent first-episode psychosis study (CAFEPS): Design and baseline results. Schizophr.
Res. 2007, 91, 226–237. [CrossRef] [PubMed]
45. Bernardo, M.; Bioque, M.; Parellada, M.; Saiz Ruiz, J.; Cuesta, M.J.; Llerena, A.; Sanjuán, J.; Castro-Fornieles, J.; Arango, C.;
Cabrera, B. Assessing clinical and functional outcomes in a gene-environment interaction study in first episode of psychosis
(PEPs). Rev. Psiquiatr. Salud Ment. 2013, 6, 4–16. [CrossRef]
J. Clin. Med. 2021, 10, 2474 18 of 19
46. Bernardo, M.; Bioque, M.; Cabrera, B.; Lobo, A.; González-Pinto, A.; Pina, L.; Corripio, I.; Sanjuán, J.; Mané, A.;
Castro-Fornieles, J.; et al. Modelling gene-environment interaction in first episodes of psychosis. Schizophr. Res. 2017,
189, 181–189. [CrossRef]
47. Bernardo, M.; Cabrera, B.; Arango, C.; Bioque, M.; Castro-Fornieles, J.; Jesús Cuesta, M.; Lafuente, A.; Parellada, M.; Saiz-Ruiz, J.;
Vieta, E. One decade of the first episodes project (PEPs): Advancing towards a precision psychiatry Una década del proyecto
de primeros episodios (PEPs): Avanzando hacia una psiquiatría de precisión. Rev. Psiquiatr. Salud Ment. 2019, 12, 135–140.
[CrossRef] [PubMed]
48. Wechsler, D.; Pando, A.C.; dela Cruz López, M.V. Escala de Inteligencia de Wechsler para Niños-Revisada; TEA: Madrid, Spain, 2001.
49. Wechsler, D. (Ed.) Wechsler Intelligence Scale for Children-IV (WISCIV); Psychological Corporation: San Antonio, TX, USA, 2003.
50. Wechsler, D. Wechsler Adult Intelligence Scale III; TEA Ediciones: Madrid, Spain, 1999.
51. Ayesa-Arriola, R.; Setién-Suero, E.; Neergaard, K.D.; Belzunces, À.A.; Contreras, F.; van Haren, N.E.M.; Crespo-Facorro, B. Pre-
morbid IQ subgroups in first episode non affective psychosis patients: Long-term sex differences in function and neurocognition.
Schizophr. Res. 2018, 197, 370–377. [CrossRef]
52. Eberhard, J.; Riley, F.; Levander, S. Premorbid IQ and schizophrenia. Eur. Arch. Psychiatry Clin. Neurosci. 2003, 253, 84–88.
[CrossRef]
53. de Oliveira, M.O.; Nitrini, R.; Yassuda, M.S.; Brucki, S.M.D. Vocabulary Is an Appropriate Measure of Premorbid Intelligence in a
Sample with Heterogeneous Educational Level in Brazil. Behav. Neurol. 2014, 2014, 875960. [CrossRef] [PubMed]
54. Kaufman, A.S. Intelligent Testing with the WISC-III; John Wiley & Sons: New York, NY, USA, 1994.
55. Ott, S.L.; Spinelli, S.; Rock, D.; Roberts, S.; Amminger, G.P.; Erlenmeyer-Kimling, L. The New York high-risk project: Social and
general intelligence in children at risk for schizophrenia. Schizophr. Res. 1998, 31, 1–11. [CrossRef]
56. Lyman Howard, B. Test Scores and what They Mean; Prentice-Hall, Inc.: Englewood Cliffs, NJ, USA, 1971.
57. Wieland, J.; Zitman, F.G. It is time to bring borderline intellectual functioning back into the main fold of classification systems.
BJPsych Bull. 2016, 40, 204–206. [CrossRef]
58. Ruiz, J.C.; Soler, M.J.; Fuentes, I.; Tomás, P. Intellectual functioning and memory deficits in schizophrenia. Compr. Psychiatry 2007,
48, 276–282. [CrossRef] [PubMed]
59. Fraguas, D.; del Rey-Mejías, Á.; Moreno, C.; Castro-Fornieles, J.; Graell, M.; Otero, S.; Gonzalez-Pinto, A.; Moreno, D.; Baeza, I.;
Martínez-Cengotitabengoa, M.; et al. Duration of untreated psychosis predicts functional and clinical outcome in children and
adolescents with first-episode psychosis: A 2-year longitudinal study. Schizophr. Res. 2013, 152, 130–138. [CrossRef]
60. American Psychiatric Association. DSM-IV: Diagnostic and Statistical Manual of Mental Disorders; American Psychiatric Association:
Washington, DC, USA, 1994.
61. First, M.; Spitzer, R.; Giboon, M.; Williams, J. Entrevista Clínica Estructurada para los Trastornos del Eje I del DSM-IV; Masson:
Barcelona, Spain, 1999.
62. Kaufman, J.; Birmaher, B.; Brent, D.; Rao, U.; Flynn, C.; Moreci, P.; Williamson, D.; Ryan, N. Schedule for affective disorders and
schizophrenia for school-age children-present and lifetime version (K-SADS-PL): Initial reliability and validity data. J. Am. Acad.
Child Adolesc. Psychiatry 1997, 36, 980–988. [CrossRef]
63. Endicott, J.; Spitzer, R.L.; Fleiss, J.L.; Cohen, J. The Global Assessment Scale: A Procedure for Measuring Overall Severity of
Psychiatric Disturbance. Arch. Gen. Psychiatry 1976, 33, 766–771. [CrossRef]
64. Shaffer, D.; Gould, M.S.; Brasic, J.; Ambrosini, P.; Fisher, P.; Bird, H.; Aluwahlia, S. A children’s global assessment scale (CGAS).
Arch. Gen. Psychiatry 1983, 40, 1228–1231. [CrossRef] [PubMed]
65. Kay, S.R.; Fiszbein, A.; Opler, L.A. The Positive and Negative Syndrome Scale (PANSS) for Schizophrenia. Schizophr. Bull. 1987,
13, 261–276. [CrossRef] [PubMed]
66. Peralta, V.; Cuesta, M.J. Validación de la escala de los síndromes positivo-negativo (PANSS) [Validation of the positive-negative
syndrome scale (PANSS)]. Actas Luso Españolas Neurol. Psiquiatr. 1994, 22, 171–177.
67. Andreasen, N.C.; Carpenter, W.T.; Kane, J.M.; Lasser, R.A.; Marder, S.R.; Weinberger, D.R. Remission in schizophrenia: Proposed
criteria and rationale for consensus. Am. J. Psychiatry 2005, 162, 441–449. [CrossRef]
68. Liberman, R.P.; Kopelowicz, A.; Ventura, J.; Gutkind, D. Operational criteria and factors related to recovery from schizophrenia.
Int. Rev. Psychiatry 2009, 14, 256–272. [CrossRef]
69. Gardner, D.M.; Murphy, A.L.; O’Donnell, H.; Centorrino, F.; Baldessarini, R.J. International Consensus Study of Antipsychotic
Dosing. Am. J. Psychiatry 2010, 167, 686–693. [CrossRef] [PubMed]
70. Hochberg, Y. A Sharper Bonferroni Procedure for Multiple Tests of Significance. Biometrika 1988, 75, 800–802. [CrossRef]
71. Hosmer, D.W., Jr.; Lemeshow, S.; Sturdivant, R.X. Applied Logistic Regression; John Wiley & Sons: Hoboken, NJ, USA, 2013;
Volume 398.
72. Buchanan, R.W.; Kirkpatrick, B.; Heinrichs, D.W.; Carpenter, W.T.J. Clinical correlates of the deficit syndrome of schizophrenia.
Am. J. Psychiatry 1990, 147, 290–294. [CrossRef] [PubMed]
73. Parellada, M.; Gomez-Vallejo, S.; Burdeus, M.; Arango, C. Developmental Differences Between Schizophrenia and Bipolar
Disorder. Schizophr. Bull. 2017, 43, 1176–1189. [CrossRef] [PubMed]
74. Galderisi, S.; Mucci, A.; Bitter, I.; Libiger, J.; Bucci, P.; Fleischhacker, W.W.; Kahn, R.S.; Eufest Study Group. Persistent negative
symptoms in first episode patients with schizophrenia: Results from the European First Episode Schizophrenia Trial. Eur.
Neuropsychopharmacol. 2013, 23, 196–204. [CrossRef]
J. Clin. Med. 2021, 10, 2474 19 of 19
75. Parellada, M.; Fraguas, D.; Bombín, I.; Otero, S.; Castro-Fornieles, J.; Baeza, I.; Gonzalez-Pinto, A.; Graell, M.; Soutullo, C.;
Paya, B.; et al. Insight correlates in child- and adolescent-onset first episodes of psychosis: Results from the CAFEPS study.
Psychol. Med. 2009, 39, 1433–1445. [CrossRef] [PubMed]
76. Parellada, M.; Boada, L.; Fraguas, D.; Reig, S.; Castro-Fornieles, J.; Moreno, D.; Gonzalez-Pinto, A.; Otero, S.; Rapado-Castro,
M.; Graell, M. Trait and state attributes of insight in first episodes of early-onset schizophrenia and other psychoses: A 2-year
longitudinal study. Schizophr. Bull. 2011, 37, 38–51. [CrossRef] [PubMed]
77. Abdin, E.; Chong, S.A.; Vaingankar, J.A.; Peh, C.X.; Poon, L.Y.; Rao, S.; Verma, S.; Subramaniam, M. Trajectories of positive,
negative and general psychopathology symptoms in first episode psychosis and their relationship with functioning over a 2-year
follow-up period. PloS One 2017, 12, e0187141. [CrossRef]
78. Morgan, C.; Lappin, J.; Heslin, M.; Donoghue, K.; Lomas, B.; Reininghaus, U.; Onyejiaka, A.; Croudace, T.; Jones, P.B.;
Murray, R.M.; et al. Reappraising the long-term course and outcome of psychotic disorders: The AESOP-10 study. Psychol. Med.
2014, 44, 2713–2726. [CrossRef]
79. Arango, C.; Fraguas, D.; Parellada, M. Differential neurodevelopmental trajectories in patients with early-onset bipolar and
schizophrenia disorders. Schizophr. Bull. 2014, 40, S138–S146. [CrossRef] [PubMed]
80. Díaz-Caneja, C.M.; Pina-Camacho, L.; Rodríguez-Quiroga, A.; Fraguas, D.; Parellada, M.; Arango, C. Predictors of outcome in
early-onset psychosis: A systematic review. NPJ Schizophr. 2015, 1, 14005. [CrossRef]
81. González-Blanch, C.; Álvarez-Jiménez, M.; Rodríguez-Sánchez, J.; Pérez-Iglesias, R.; Vázquez-Barquero, J.; Crespo-Facorro, B.
Cognitive functioning in the early course of first-episode schizophrenia spectrum disorders. Eur. Arch. Psychiatry Clin. Neurosci.
2006, 256, 364–371. [CrossRef] [PubMed]
82. Lahera, G.; Pérez-Fuster, V.; Gálvez, J.L.; Martínez, M.; Sánchez, P.; Roca, M. Is it possible to achieve functional recovery in
schizophrenia? A qualitative and quantitative analysis of psychiatrist´s opinion. Actas Esp. Psiquiatr. 2016, 44, 97–106. [PubMed]
83. Slade, M.; Adams, N.; O’Hagan, M. Recovery: Past progress and future challenges. Int. Rev. Psychiatry 2012, 24, 1–4. [CrossRef]
84. Suvisaari, J.; Mantere, O.; Keinänen, J.; Mäntylä, T.; Rikandi, E.; Lindgren, M.; Kieseppä, T.; Raij, T.T. Is It Possible to Predict the
Future in First-Episode Psychosis? Front. Psychiatry 2018, 9, 580. [CrossRef]
85. Barnett, J.H.; Salmond, C.H.; Jones, P.B.; Sahakian, B.J. Cognitive reserve in neuropsychiatry. Psychol. Med. 2006, 36, 1053–1064.
[CrossRef] [PubMed]
86. Amoretti, S.; Cabrera, B.; Torrent, C.; Mezquida, G.; Lobo, A.; González-Pinto, A.; Parellada, M.; Corripio, I.; Vieta, E.;
Serna, E.; et al. Cognitive reserve as an outcome predictor: First-episode affective versus non-affective psychosis. Acta Psy-
chiatr. Scand. 2018, 138, 441–455. [CrossRef]
87. Amoretti, S.; Bernardo, M.; Bonnin, C.M.; Bioque, M.; Cabrera, B.; Mezquida, G.; Solé, B.; Vieta, E.; Torrent, C. The impact
of cognitive reserve in the outcome of first-episode psychoses: 2-year follow-up study. Eur. Neuropsychopharmacol. 2016, 26,
1638–1648. [CrossRef] [PubMed]
88. Amoretti, S.; Rosa, A.R.; Mezquida, G.; Cabrera, B.; Ribeiro, M.; Molina, M.; Bioque, M.; Lobo, A.; González-Pinto, A.;
Fraguas, D.; et al. The impact of cognitive reserve, cognition and clinical symptoms on psychosocial functioning in first-episode
psychoses. Psychol. Med. 2020, 1–12. [CrossRef] [PubMed]
89. González-Ortega, I.; González-Pinto, A.; Alberich, S.; Echeburúa, E.; Bernardo, M.; Cabrera, B.; Amoretti, S.; Lobo, A.; Arango, C.;
Corripio, I.; et al. Influence of social cognition as a mediator between cognitive reserve and psychosocial functioning in patients
with first episode psychosis. Psychol. Med. 2020, 50, 270–271. [CrossRef] [PubMed]
90. Rosa, A.R.; Sánchez-Moreno, J.; Martínez-Aran, A.; Salamero, M.; Torrent, C.; Reinares, M.; Comes, M.; Colom, F.; Van Riel, W.;
Luis Ayuso-Mateos, J.; et al. Validity and reliability of the Functioning Assessment Short Test (FAST) in bipolar disorder. Clin
Pract and Epidemiol Ment Health. 2007, 3, 5. [CrossRef] [PubMed]
91. González-Ortega, I.; Rosa, A.; Alberich, S.; Barbeito, S.; Vega, P.; Echeburúa, E.; Vieta, E.; González-Pinto, A. Validation and Use
of the Functioning Assessment Short Test in First Psychotic Episodes. J. Nerv. Ment. Dis. 2010, 198, 836–840. [CrossRef]
92. Ang, M.S.; Rekhi, G.; Lee, J. Validation of the Brief Negative Symptom Scale and its association with functioning. Schizophr. Res.
2019, 208, 97–104. [CrossRef]
93. Kring, A.M.; Gur, R.E.; Blanchard, J.J.; Horan, W.P.; Reise, S.P. The Clinical Assessment Interview for Negative Symptoms
(CAINS): Final Development and Validation. Am. J. Psychiatry 2013, 170, 165–172. [CrossRef] [PubMed]
